tenderness, and nodules on the uterosacral ligaments. The diagnosis should be verified laparoscopically before treatment is begun. Considerable degeneration of the endometriosis occurs after two months of medical treament, and symptoms should therefore diminish. Uncontrolled evidence suggests that laparoscopic ablation of endometriotic implants improves symptoms.'4 Successful surgical and medical treatments are both followed by an appreciable rate of recurrence.
Maintaining the treatment ofmentally ill people in the community Some compulsion is necessary, butfor supervision, not treatment Neglected social issues often attract the serious attention of the public and the government only as a result of a tragic and dramatic incident. The case of the mentally ill young man who climbed into an enclosure at London Zoo on 31 December and was mauled by a lion is the most recent example.' The Secretary of State, Virginia Bottomley, at once committed herself to finding an urgent solution to the problem of maintaining the treatment of discharged patients suffering from chronic mental illness, who can all too easily be missed by current community psychiatric services.
This matter has preoccupied mental health workers for many years. The Royal Commission on Mental Illness and Mental Deficiency introduced the concept of guardianship,2 and the Mental Health Act 1959 gave the guardian wide powers of control. In effect, these were the same as the general powers of a parent over a child of less than 14 years. Such guardianship was seen as a way of protecting vulnerable people from exploitation, ill treatment, or neglect. The use of guardianship was never widely taken up, however, and in 1978 a total of 138 people were subject to it, of whom only 37 were mentally ill. The powers of control were considered too extensive and paternalistic.
Alternative approaches were subsequently proposed. reject supervision, resulting in deterioration of his mental state, he or she could be recalled to hospital. Such intervention would prevent further deterioration, allow treatment to be re-established, and promote the patient's return to the community. Such a measure means accepting that compulsory powers are necessary to ensure that this circumscribed group of detained patients are encouraged to maintain their continued care in the community, rather than to be frequently detained in hospital or to become a casualty in the community.315 Nevertheless, its introduction must be accompanied by improved organisation of clinical services in the community, including better deployment of community psychiatric nurses to care for patients with severe long term psychiatric illness and the provision of essential resources. ' There are not only humanitarian but also financial reasons for caring for carers. In Britain in 1986 an estimated 1-3 million carers kept dependants out of institutions, providing some £7'3 billion worth of informal care.2 If only one in 10 of those people cared for at home had instead to be looked after in residential institutions the additional public cost would exceed L1 billion a year. Yet despite the value of their work, carers' needs are often overlooked, and they do not constitute a very active pressure group-perhaps because so much of their energy goes into caring. Could respite care help?
Respite care takes several forms: the challenge is to match these forms with needs. Admitting someone to hospital for respite care permits review of their problems-medical or otherwise-and drug regimens. Intensive courses of treatment, such as physiotherapy, can be arranged. Nevertheless, hospitals provide only a small proportion of respite careperhaps as little as 7%.3 This may be appropriate, not only because hospital beds are usually expensive but also because most people prefer to be looked after in the community. 4 The new Community Care Act should prompt a fresh look at services for carers and those they look after. It states that "A key responsibility of statutory service providers should be to do all they can to assist and support carers."5 Authorities need to be well informed about who their local carers are and their particular needs and preferences. Do they want home based respite care or would they prefer a separate facility for respite care? What form or forms should this take? Particular attention needs to be given to the preferences of different racial, cultural, and religious groups. Do authorities know how many carers belonging to ethnic minorities they have in their district, how many require respite facilities, and how they fare compared with other carers? Checking such consumer needs should result in resources being used better. Obtaining this information locally is important but takes skill. 6 The Community Care Act may have negative as well as positive consequences. These include possible reductions in care in the community owing to inadequate funding and the knock on effects on hospitals, which may face even greater difficulties in returning elderly people to the community than at present. Such pressure on places in both the acute and community sectors might in turn lead to a squeeze on the provision of respite care. Already evidence exists of underprovision of respite care: one recent study reported that a quarter of carers had not had a holiday for more than five years,7 and another found that 40% of carers could not take a break when they wanted. 
